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esearch suggests that a re-
Rlationship exists between
consumer satisfaction and ex:
pectations; that is, expectancy dis-
confirmation influences decisions about
future purchases.’ Deming suggests
that organizations will be most suc-
cessful in the long term if they first
understand and then continually im-
prove their capacity to meet and exceed
customer needs and expectations.” In
order to do this, an organization must
identify its key customer groups and
continually improve its ability to meet
thelr needs. Although much has been
written about patient satisfaction, rel-
tively little has been written about
nealth care events that disconiirm
patient expectations (that is, by pro-
viding services that are either extra-
ordinarily good or bad in the eyes
of patients}.

This article will explore patient sat-
isfaction defined as patients’ intentions
about the hospital (that is, brag about,
recommend, or return) and expectancy
disconfirmation defined as “surprises”
reported by patients about their hos-
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Patients’ Good and Bad Surprises:
How Do They Relate to Overall
Patient Satisfaction?

pital experience. Do patients experi-
ence surprises during their hospital
stay? Are their expectations exceeded,
or do they leave feeling disappointed
by the care and service they received?

The resulis of this study show that..

patients do experience surprises dur-
ing their hospital stay, that there are
specific events associated with these
surprises, and that the surprise expe-
riences are important in determining
patient satisfaction.

Background and Research Questions
in 1987 the Hospital Corporation of
America initiated a multiyear project
to develop a family of customer-based
quality measurement systems. These
systemns were designed to measure sat-
isfaction and quality trends as per-
ceived by key eustomer groups of a

hospital such as patients. physicians,

employees, purchasers, and cormmu-
nity residents.*” '

Included in this family of measures
is the Hospital Quality Trends: Patient
Judgments System {HQT:PJIS®"). The

HQT:PJS method captures feedback

from hospital inpatients about their
recent hospital stay.® This system has
been used by more than 100 voluntary
and investor-owned hospitals for the
past five years, resulting in a database
of approzimately 70,000 inpatients.
This study examines selected quali-
tative and quantitative findings from
patients surveyed during 1991

The specific research questions
addressed in this article included the
following:

- What percentage of inpatients are
surprised by events that occur during
their hospital stay?

- What events cause patients to
experience either a good or bad surprise
while in the hospital?

L]

- How are patients’ overall satisfac-
tion level affected by these good and
bad surprises?

Overview of Methods

The HQT:PJS*™ uses a 68-item ques-
tionnaire that is administered by mail
to a stratified random sample of dis-
charged hospital inpatients. A sample
of patients is selected from a three-
month period. Sample sizes range from
approximately 150 to 300 patients per
hospital. All hospital inpatients are
included in the sample frame except

- patients who are discharged
against medical advice;

- patients younger than 1 year of age
or older than 70 years; and

- patients diagnosed with a mental
disorder, substance abuse problem, or
brain disorder.

Each selected patient is sent 2 ques-
tionnaire followed by a postcard re-
minder one week later. Nonrespondents
are sent a second questionnaire three
weeks after the initial mailing. Re-
sponse rates average approximately
50% and range from less than 50% to
greater than 75%. The survey process
is implemented by an indeperdent
research firm.

Items from the HQT:PJS®M ques-
tionnaire are grouped into scales that
represent patients’ perceptions of dif-
ferent aspects of their experience. Two
of these seales are used in the current
study. The Overall Patient Satisfaction
scale includes three questionnaire
items (patients’ intent to recommend
the hospital, intent to return to the hos-
pital, and self- .report of having bragged
about the hospltal) The Hospitalwide
Quality scale consists of 41 items that.
are used to evaluate the “goodness™ of
hospital performance in ten areas:
admissions, daily care, information,

-
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nurses, physicians, ancillary services,
living arrangements, housekeeping,
discharge, and billing.* The analyses
surnmarized in this article were dexived
from patients’ responses to the HQT:
PJIS® questionnaire.

Qualitative analysis of patients’ ver-
batim comments: Sources of good and
bad surprises. Qualitative content anal-
ysis of patients’ written verbatim com-
ments were conducted in an open-ended
question that states, “Did anything
happen during your stay in the hospi-
tal that surprised you? If so, please tell
us what it was.” Patients were provided
only with the following prompts: “Good
Surprise,” “Bad Surprise,” and a space
to write a description of surprises.

_Patients were not provided with exam-
ples of good or bad surprises.

The purpose of the qualitative anal-
vsis was to determine the frequency
and sources of évents that patients
viewed as good or bad surprises. Com-
ments from approximately 2,160
patients representing 12 hospitals were
used, These hospitals were selected to
represent different regions of the coun-
try and different sizes of hospitals.

The content analysis of patients’
written comments was performed by
two trained independent coders. These
coders read the patients’ comments and
categorized them into specific “good
surprise” and “bad surprise” categories.
The coders began using a practice set
of patients’ comments from nonselected
hospitals. The results from the two cod-
ers were then compared and analyzed
for differences. Differences in categori-

~

*A thorough discussion of the development,
reliability. validity, and application of this
measuremnent system can be found in Nelson
et al: The Patient Judgment System: Reli-
ability and validity. QRB 15:185-101, 1589.

zation were discussed and category def-
initions were revised. This final set of
categories was used to code the verba-
tim comments from the 2,160 patients
in the sample of 12 hospitals. To deter-
mine the interrater reliability, a series
of intraclass correlations were computed
for each category of good surprises and
each category of bad surprises. The
reliabilities for the good surprise cate-

‘gories ranged from 0.81 to 1.00, with

an average of 0.92. The reliabilities for
the bad surprise categories ranged
from 0.89 to 0.96, with an average of
0.94. The following provide illustrative
examples of good and bad surprise ver-
batim comments:

« Good surprise—“The special sup-
per with my husband was nice, and also
he was brought a tray of food during
the first day.” “I received flowers from
the hospital! Thanks. The special din-
ner was great!” “Warm, friendly nurs-
ing staff” ‘

» Bad surprise—"1V started poorly
at least four times. Wrong amount of
medication delivered.” “There was [sic]
what I feel to be excessive bills which I
could not explain and were not justi-
fied in my mind. Small items were gver-
charged; that is, courtesy kit. medical
supplies.” “The rude attitude of respi-
ratory therapy staff.”

Quantitative Analysis

Data from 69 acute medical-surgical
hospitals representing 15,019 patients
surveyed during 1991 were used for the
following analvses. These hospitals and
respondents are profiled in Table 1 {p 91).

The primary purpose of the quanti-
tative analysis was to measure the
independent contribution of selected
variables to explain variation in the
overall patient satisfaction. The de-
pendent variable, overall patient satis-
faction, is an indieator of patients’
allegiance to a hospital and reflects
behavioral intentions to return to a hos-
pital, to recommend a hospital, or to
brag about a hospital.

We hypothesized four broad classes
of variables {{for which measures were
available) that could potentially influ-
ence patient satisfaction. The follow-
ing categories of variables were used
as potential predictors of patient
satis‘faction:

- Puatient sociodermnographic charue.
teristics—Length of stay, type o
diagnosis (for example, neurology
obstetrics-gynecology, gastroenterol-
ogy, orthopedics, cardiclogy: oncology,
pain experienced during hospital stay),
and perceived health benefit {that is,
how much patient was helped by hos-
pital stav);

- Patient-based evaluations of hos-
pital quality— Hospitalwide quality
scale (that is, based on ratings of 41
specific characteristics of the hospital’s
care and services; see Appendix A,
p 93); and

- Patient report of surprises —
Good surprise reported, bad surprise
reported, and both a good and a bad
surprise reporied.

Bivariate analyses were conducted
to determine which of the independent
variables were significantly associated
with the dependent variable. overall
patient satisfaction, and the magni-
tude of the association between the dif-
ferent. potential predictor variables. A
common least squares multiple regres-
sion was performed to estimate the
independent effect of each respecti
independent variable on overall patien.
satisfaction. To determine the relative
magnitude of the effects of type of sur-
prise, overall satisfaction scores were
adjusted for all predictor variables.

Other analyses were conducted to
determine the percentage of patients
reporting a good or bad surprise and
the difference in overall patient satis-
faction scale scores for patients who
reported a good or bad surprise only,
both a good and a bad surprise, o7
no surprise.

Resulis
The results indicate that 39% of inpa-
tients were surprised by some aspect
of their hospital stay. Sixteen percent
reported having a good surprise dur-
ing their hospital stay, 13% reported a
bad surprise, and 10% reported both a
good and a bad surprise. '
As mentioned above, patients were
asked to describe the good or bad sur-
prises they had received. Most com-
ments fall into the 20 categories show
in Figure 1 {p 91). The most commd
sources of good surprises were overall
quality of care (16%}, at‘titude/atten'
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ti m/con_ern from nurses {11%), obstet-
vics and baby care (10%), outcome of
she hospital stay (9%), extras/perks
(other than for baby: 6%), and quality/
availability of food and beverages {6%)-
The most common sources of bad sur-
prises were outcome of the hospital
stay {7%), obstetrics and baby care
{5%%}, value/costs of care {4%), restful-
ness of atmosphere (4%), recommates
{4%). attitude and competence of staff
{other than doctors and nurses; 4%},
and treatment of family/iriends/
visitors (4%).

Figure 1 shows that there is consid- |
erable overlap in sources of good and
bad surprises in the following five
areas: outcome of the hospital stay,
obstetrics and baby care, attitude/
attention/concern from nurses, treat-
ment of family/friends/visitors, and
quality/availability of food and bever-
ages. This means that these five cate-
gories of events can be the source of
either good or bad surprises in the view
of -patients. On the other hand, some
of the items listed previously account
for solely good or bad surprises. For
xample, 4 topics {the first 4 listed in
Figure 1) were reported solely as
sources of good surprises, and 12 pro-
duced only bad surprises.

The classification that divided
patients into three mutually exclusive
groups (that is, good surprise reported
versus bad surprise reported versus
both a good and a bad surprise re-
ported} indicated that good surprises
were positively associated with overall
patient satisiaction; that is,.patients
who said they received a good surprise
at some point during their hospital stay
gave higher ratings to overall satisfac-
tion than did other patients who re-
ported having a bad surprise (Figure
2, p 92). Patients who had a good sur-
prise had a mean rating on overall
patient satisfaction that was 25 points
higher {on a 0-100 scale) than patients
who had a bad surprise. Interestingly,
patients who had both a good and a
bad surprise gave a lower rating to over-
all satisfaction than did patients who _
received no surprise at all. '

A multiple regression was performed
to determine the impact of the predic-
tor variables on overall satisfaction,
(that is, the scale formed from the rec-

Table 1. Characteristics of Patients and Hospitals Aﬁél-y-zéd'

Patient Characteristics (N = 15,019)

Age: Mean years 50
Gender: Female 63%
Education: Less than high schoo! 24%
High schocl 26%
More than high school 51%
Race: White BS%
Insurance: Medicare 35%
Medicaid 10%
Private insurance 66%
Other 20%
Hospital Characteristics (N = 69) ] . .
Size: Mean number of beds 214
" length of , ' _ -
Stay: Mean number of days o 53
Occupancy . : - :
Rate: Mean percent occupied 53%
Region: West - - 8%
- South atlantic 58%
Easi souih central 16%
© West south central 21%

Causes of Good and Bad Surprises

2% Supplies and iU
2% Afttiiude/attentio

40/,0
4% M
49‘0 }

A%, B

A 4% Treatment
M Value of care
Restfuiness of atmosphe
Roommates

iy Attitude and competence
IV starters and compiicat
Nurse response to calls
2% E
2%
o
2% .
2.

Emergency room
Insurance coverage and
Camtort of room
-Accuracy of medication

Room requests

m 16% Overall guality care

6% Extras/perks (other than baby)

mishings
n‘concern from doctors

11% Aftitude/attention/concemn from nurses

ad 10% OB and baby care
9% OQutcome of hospitat stay
3 5% Quality/avzilability of food and beverages

of family/friends/vigitors
re
of staff (other than doctors and nurses)

tons

filing claims

Bad Surprises

Good Surprises

Figure 1. These daia are based on verbatim comments from 2,160 patieris representing 12 acule care,

medical-surgical hospitals.

ommended, return, and brag items).

Five of the patient-based, quality-

related predictor variables {receiving a

good surprise, receiving a bad surprise,

receiving both a good and a bad sur-

prise, health benefit, and hospitalwide
. +

quality) had a statistically significant,
independent effect (Figure 3, p 92). In
addition, three patient characteristics
{patients’ age, patients’' education, and
obstetrics/gynecology diagnostic
group) had a significant impact on
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Patient Satisfaction by Type of Surprise

Good

Bad

Good and Bad
None

B 59.21

MEAN RATING

Predicted

I I
50 100

Gooed 82.27
Bad
Good and Bad 77.48
None 2r.22
I |
0 50 100

MEAN RATING

Figure 2. These data &re based on 15,019 patient ratings of overall satisfaction. Actuzl values reffect
overall saiistaction ratings of the mutually exclusive patient groups orn the basis of type of Surprise
reported. Predicted values reflect estimates of overall satistaction for each group adjusted for patient
sociodemographics, health characteristics. and gvaluations of quality.

Predictors of Overall Patient Satisfaction

{Standardized Regression Estimates)

Hospitalwide Quality indicator 3 0.53

Heaith Benefit 015

Patient Age 0.0%

OB/GYN Patients
Good Surprise [l 0.03
-0.03 IR Both Good & Bad Surprise

-0.06 d Education

-0.09 _ Bad Surprise
i i i [
—O|.2 -0 C‘) 01 OFE O‘.B C.4 0.5 0{6

Figure 3. These dala are based on questicnnaire responses from 15,019 patients representing 69 acute

care, medical-surgical hospitals.

explaining overall patient satisfacticn.
The regression model explained 49% of
the variance in overall patient satisiac-
tion. The results showed that the
hospitalwide quality scale was the
strongest predictor (beta weight =
0.53) of satistaction, followed by health
benefit, patient age, and receiving a
bad surprise. All of the predictor vari-
ables influenced patient satisfaction in
the direction expected. To assess the
magnitude of the relative effects of
good surprises, bad surprises, and both
good and bad surprises, overall satis-
faction scores were adjusted for all
patient sociodemographic characteris-

tics, patient health characteristics, and
patients’ evaluations of hospitalwide
quality, The predicted scores are dis-
plaved in Figure 2. Although these esti-
mates show that the mean differences
between the groups decreased, it 1s
clear that bad surprises have the great-
est impact on satisfaction.

Discussion

It is interesting to note what patients
rentioned as good and bad surprises.
Many themes were related to the inter-
personal aspects of health care
deliverv —the attitude and amount of
attention s}lown by nurses, perks.

treatment of family and friends, and
so on. Notieeably lacking were specific
comments related to issues such as the
skill of physicians, availability of state-
of-the-art technology and equipiment,
and the appearance of hospital facili-
ties. This suggests that patient satis-
faction might he improved by focusing
guality improvement work on inter-
personal aspects of patient care, given
that expected levels of medical care,
nursing, and technology are in place.

What is “take it for granted” versus
expected versus exciting quality? As
shown in Figure 1, certain aspects of
patients’ experiences created only a
good or only a bad surprise, but sev-
eral areas were sources of either a good
or a bad surprise. For exampie, perks
were only associated with good sur-
prises, and value/cost of care was only
associated with bad surprises, but
attention and caring from nurses led
to either a goed or bad surprise. This
observation supports work done by
Kano,” which suggests that, from the
customer’s point of view, there are three
different types of quality characteristics:

» “Take-it-for-granted” qualit;
attributes, which a hospital must pos-
sess to be acceptable (such as physi-
cian skill);

- Expected quality attributes, which
are necessary and expected (such as
caring and concerned nurses); and

- Exciting quality attributes, which
are very welcome but not thought to
be necessary before experienced. These
surpass customer expectations and
therefore delight them (such as baskets
of take-home baby care products for
obstetrics patients or making special
accommodations for family and friends}.

Reexamining Figure 1 from this per-
spective, “extras/perks,” “supplies/
furnishings,” and “gpecial concern irom
doctors” could be classified as areas in
which superior hospital performance
could lead to exciting levels of quality.

In conirast, areas such as “value of
care,” “roommates,” and “tuberculosis
starters” are examples of take-it-for-
granted quality. Patients assumed their
hospital stay would result in.reason-
able costs, compatible roommates, an”
successful, first-time intravenous tub.
starts. These are areas in which the hos-
pital gains no good will from meeting
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mcpectatlons but in which failure to per-

1 as expected could produce disfa-
.ur and a bad surprise.

Figure 1 gives examples of what

patients consider expected quality

attributes —areas such ag nurse atten-
tion and ¢oncern, food quality, accom-
modation of visitors, and health
benefit/outcomes. These are all areas
in which customers have performance
expectations thai can be placed on a
- gradient running from poor perfor—
.mance to excellent performance i in which
higher levels of performance are asso-
ciated with higher satisfaction scores.
" These results suggest that it would
be wise for most hospitals to continu-

ally improve their performance in the

take-it-for- granted and expected areas.
The superior hospital might go further
by first identifying zreas of exciting

quality and then redesigning its inter--

nal processes s¢ that patients’ expec-
tations can be surpassed consistently.
One example of an effort to design
exciting quality into the core patient
care delivery process comes from a hos-
“tal’s discovery in the course of doing
pec1a1 telephone study on same-day

© surgery patients —+that most of its .

patlents were pleasantly surprised to
receive a phone call from the hospital.
The hospital learned that many patients
appreciated the effort the hospital was

taking to see how they were doing at

home. Based on this insight, the hos-
pital redesigned its aftercare process
for certain types of same-day surgery
patients to include telephone follow-up

' - two to'three days postdischarge. These

calls focused on

. ﬁndmgoumfthe pmnedaftemare'.

_activities were understood and were
being carried out;

- identifying unanticipated problems
that had arisen after discharge; and
- asking a few questions to measure
satisfaction and health status.

This approach—that is, designing ex-
citing quality into the core patient

care delivery process—can be mastered

by following a quality- by des:gn
approach.®®
Is it better to create go_od surprises
- prevent bad ones? The regression
analysis provides some insight as to
which variables have the greatest im-
pact on pati‘ents’ satisfaction. The

Appendix A. Method of Calculating Scales )
The following table shows how various questions from the Hospital Quality ‘Trends: Patient Judg-
’ mentssystemmmPJsﬂﬁquesumnamwemcommnedwmmeswlﬁ:reierenoedmmsmde 1
‘No. of Question No. : ‘
Quesbons  in the HGT:PJS™ _ _
. Composing Patient .
Scale Name This Scale - Qusuunmu'e Content of the Questionnaire ems
" Admissions .3 Q-1 Efiiciency, preparation, attention to needs
Daily care 4 Q.15~Q.18 Consideration of needs, coordination
’ of care, helpfuiness and cheerfulness,
. sensitivity to problems
‘Information 3 Q.19-0.21 Ease of getting information, instruction
S .. informing family and/er friends
Nurses ‘5 - Q22026 Skill, atiention, response, conDem and’
. . o care, information given
Physicians’ '’ 6 Q2/~Q.32 Altention, availabifity, concern and cars,
availability information given, coordmahon R
Ancillary sefrvices 5 Q.34-0.38 Laboratory, x-ray, physical therapy
' ) transporiation, IV starters - ™
- Living 8 Q.35,0.42, - Privacy, restiulness of atmosphere,
arrangements ) Q.44-Q.47 signs and directions, building, parking,
-restfulness o o provisions for family and friends -
Housekeeping 3 (1.33,0.40-Q.41 Housekeeping, condition or room,
condition supplies and furnishings
Discharge 3 Q.48-Q.50 _ Procedures, instruction, coordination
‘ of aftercare .
Billing 2 Q5~Q.52 " Explanations, efficiency
Food 1 Q43 Overall quality of food _
Hospitalwide 4 Q.12-Q52 ‘All questions included in the aammns,
quality daily care, information, nurses,
o physicians, ancillary services, fving
amangements, housekesping, \
o . : _ billing, and food scales fisted above
Overall patient 3 '0.56.0.58-0.59' Brag recnmmend. return .
safisfaction ’ .
Perceived health 1 Q54 How much patient was heiped by the
hospitalization

findings suggest that a bad surprise
influences patient satisfaction more
than a good surprise. The implication
for the hospital is that, aithough it may

prises than to prevent bad surprises,
the overall patient satisfaction benefit

to the hospital of preventing bad sur-

prises may. be g-reater than engineer-

ing good surprises.
"This study has several hm:tatmns

. First, the qualitative analyses are based

on comments made by 2,160 patients.
discharged from 12 hospitals, and the -
quantitative findings are derived from
ratings made by 15,019 patients dis-
charged from 69 hospitals. Although
the numbers of patients are large and
drawn from several regions of the coum-
try, all patients were discharged from
general medical-surgical hospitals in

' the same system of care, and therefore -
the generalizability of the results .15 m-

ited. Second, the qualitative analysis,
although performed with careful plan-
ning and in a manner to promote inter-

atedbytheresearchteamonthebaa&r :
of content analysis. There are many

other classrﬁcatzon schemm that could .

‘have been developed andthatmayhave
produced different findings. Third, the
gualitative material .came from the

written comments of discharged .

patients in response to open-ended
questions. Whereas 39% of patients
elected to provide a written response, -
the remainder waived the opportunity, -
and thus their experiences were not - -
captured in the qualitative data: ‘base.. -
Fourth, the quantitative analysis was.

- used to determine factors that explain
the variation in patients’ satisfaction - -

and succeeded in accounting for almost

one-half of the variation in satxsfacl:mn K] 7
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- Nevertheless, ‘all the mformat:mn was
: co]lected from: patlents at. the same
- pomt in time, and*

- pot possibleto st amteroutthe causes
" from the effec

.In Light of theése. hmztatmns and the
_findings reached, useful next steps

_ mxght include. .-

- expanding thé data base used for
the quahtatwe analyms of pat:lent sur- -

prises and contmumg to do more
research on all three levels of pament

‘satisfaction (that is, expected, exciting, .

and take-it for-granted) for different
types of patlents in assorted hea]th
- “care settings; -

- gathering data on the probable
predictors of overall satlsfactmn closer
“in time to their occurrence and then
collectmg “downstream” data on over-

cansequtly it is .

‘ 'all satisfaction separately at a later
- {ime;and-’

« most mportantly, working to tink
dnectly together the measurement of

patient satisfaction and health status ‘
: (outcomemeasmw}mth the “drivers” of
' patient satisfaction and health benefit

(process variables)and with the design

- or redesign of the health care delivery
“system for selected patients-servedby
"dlstmct health care providers.” TR
~This article is based on the propo&
' _‘hon that all health care organizations
- exist. to meet- the fundamental needs -
and | expectatmns of the populations -
*"they serve. Therefore, 'health care pro- -
" viders who are serious about improv-
ing quality may want to do their own

customerresearch to determine what

. they might do to de]J.ght their patients;

what they must do to avoid disappoint: .
‘ing them; and what they should do
consistently, efficiently, and compas-
“sionately to meet basxc expéctations -
of thetr patients.
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